During the last two decades the word 'milieu' has crept into the psychiatric lexicon. The genesis of this paper owes something to the fact that its meaning is still not entirely clear. It denotes a therapeutic philosophy, a genus of treatment techniques and a type of clinical design. In common psychiatric usage there are now such familiar terms as 'milieu therapy', 'milieu unit' and 'therapeutic milieu'. For practical purposes it is synonomous with 'therapeutic community'.
Milieu therapy is one product of forces that have been evident in psychiatry since World War II. At about this time society began to demand more scrutiny of the vehicles and methods of care. As mental hospitals and therapeutic doctrines came within the purview of an interested public the failings of psychiatric treatment became apparent. Theoretical positions began to drift away from an earlier emphasis on individual disease models and toward ideas about social interaction and group phenomena. Clinical practices engendered by these notions acquired a momentum not wholly explained by documented advances in the behavioural sciences. The events surrounding such change have been described as the 'third revolution' in psychiatry (26) . There is an intact lineage between this and the encounter ideology with which today's milieu therapy has an obvious kinship. The effects wrought were influenced by the shape of the institutions in which they took place. A process of assimilation and adaptation occurred in already existing professional organizations and hospitals. In psychiatric facilities this heralded a long campaign to neutralize the damaging effect of the hospital environment on its inhabitants. As a result many changes aimed at humane and socially rational forms 41 of treatment have occurred, certain of them appearing quite innovative. Some have been defended with such polemic fury and embroidered with such theoretical delicacy that they have assumed the proportions of distinct techniques with independent and intrinsic merit. Milieu therapy grew up in this way, nurtured and protected by the zeal of its protagonists. Recently, some of the conviction and enthusiasm which originally provided the impetus for its growth has given way to disappointment. The promise of milieu therapy seems to be as great as ever but its goals continue to be elusive.
History
The ancestral origins of milieu therapy are divers. The Gheel colony in Belgium and 'moral treatment' in Nineteenth Century institutions were early progenitors (1, 12, 90) . In the late 1920s Sullivan established a treatment setting for schizophrenics in which he relied upon multiple interpersonal relationships and an organization of the whole living situation (82) . Simmel described re-enactment of family situations within the hospital structure, and recommended that it be exploited in treatment (77) . 'Attitude therapy', wherein the operation of a whole sanatorium was modified in an attempt to meet the psychodynamic needs of its patients was begun in Topeka, Kansas, around 1930 (2) . Myerson, in 1939 , advocated a 'total push' approach to the treatment of intractable psychotics (62) . By 1940 Chestnut Lodge Sanatorium" was so organized that the collaboration of the whole staff was directed to the treatment of psychotic patients (14) . During this period some authors were acknowledging that treatment occurred in a context which merited some consideration, but no systematic analysis of practices developed (61, 64) .
Vol. 17, No.1 During World War II, the Northfield group in the United Kingdom used a social approach for the treatment of psychoneurotic British soldiers (18) . Out of this experience the term 'therapeutic community' was coined by Main in 1946 (47) . The classic observations of A. Freud and Burlingham on the developmental context of war-dislocated children added emphasis to this view of the treatment setting (28) . After the war Jones founded the Industrial Neurosis Unit at Belmont Hospitaltt where he developed a 'transitional community' to rehabilitate exprisoners of war. The change in name to the 'Social Rehabilitation Unit' reflected the evolution of its rationale. After becoming the Henderson Hospital in 1959 it continued to stress the treatment of character disorders (40) .
By 1950 psychiatrists had become more aware of the hospital environment. Public concern about the quality of care in mental hospitals coincided with the first publication of the now-commonplace notions that indicted the traditional hospital environment for its anti therapeutic effects (2, 24, 33, 79, 88) . Fritz Redl poignantly described a 'psychologically hygienic atmosphere' as essential for the treatment of children (70) . William Caudill's anthropological inside look at the world of the mental patient exerted a powerful effect on psychiatrists. He recommended that patients "... should not be thought of as an aggregate of individuals, but as a group" and that administrative boundaries could be loosened to allow for ambulatory treatment programs (16, 17) . Devereux made an important contribution to what he called 'social therapy' (25) .
When a need arose, in the early 1950's to evaluate the new generation of psychoactive drugs, investigation of treatment environments took on more rigour. Study of the 'non-specific factors' in treatment became respectable, resulting in a substantial body of literature (36, 68, 76) . One consequence of this examination was a widespread effort to ameliorate the negative aspects of hospitalization. Early attempts, ttBelmont Hospital, Surrey, England. such as patient councils, ward meetings, patient government, therapeutic social activities and work programs have since been established as standard elements in ward design (32, 37) . During this period the psychoanalytic literature began to suggest that some elements in the psychiatric hospital setting could be turned to therapeutic purposes. The emphasis was primarily on such activities as work therapy and social 'working through' with nursing staff. It was here that the word 'milieu' first appeared in something like its present sense (9, 11, 31, 72) . It had become acceptable to consider the treatment environment, not only the destructive aspects which might be reduced, but also those which could be used as an adjunct to therapy. This extension of the therapeutic field was encouraged by a newly assertive corps of workers whose origins were only partly in a medical tradition. Psychiatric nurses achieved greater professional status and taught creative techniques (65) . Practitioners in sociotherapy, dance therapy, art and occupational therapy were trained.
In 1953, Maxwell Jones' seminal work, The Therapeutic Community was published in America and was largely responsible for the further development of these ideas to the point where the environment could be considered as therapeutic in its own right (38, 41) . In mental hospitals the trend was lent some additional momentum by the need to provide therapy with paramedical personnel. More attention was given to the organization of the total institution, and David Clark elaborated a theory of administrative therapy (18) . The clinical development of these ideas has been described by Greenblatt, York and Brown in their unique biography of an institution (35) .
In the rapidly proliferating general hospital inpatient units of the post-war period new ideas about the treatment setting found a home. There seemed to be a natural affinity between these increasingly influential departments and an approach to patient care which appeared to be a clear break with many disagreeable elements of the recent psychiatric past. Flexible new pro-grams, such as day care and night care, required novel administrative tactics (15) . By 1960, the staff of most 'progressive' inpatient units in general hospitals had accepted the idea that the treatment setting was itself a therapeutic medium. They had begun to assure the now-familiar shape of milieu units.
In less then two decades the milieu concept had developed from the simple notion that the social corrosion of custodial care could be reduced, to the idea that the environment could be considered a therapeutic adjunct, and then to the point where it was thought of as a distinct form of psychiatric therapy. In some units it became virtually the sole therapeutic agent (40) .
The Literature
Recent literature on the subject reveals that milieu therapy is quite generally accepted as a standard form of psychiatric intervention (3, 8, 21, 29, 46, 49, 80, 85) . It has been described as useful in a number of settings and for some diagnostic categories (13, 34, 60, 63, 74, 75, 86) . Several articles have been addressed to particular aspects of the milieu approach, but of the few which are critical none is concerned with an examination of its basic concepts (89) . Visher and O'Sullivan have remarked that research into the effectiveness of milieu techniques is lacking and that there are no studies where milieu parameters have been varied (83) . In the foreword to the Cummings' book Ego and Milieu, Stanton observed that theoretical integration is lacking and, as Withering said about digitalis, we are ", . . in possession of an obviously effective and dangerous therapeutic agent whose mode of action is complex and hardly understood beyond the empiric recognition that it works." This book, one of the major contributions in the area, invokes ego psychology and sociology to suggest that psychoanalytic principles can bridge internal and environmental phenomena in the milieu setting (22) . Unfortunately, the interaction processes which had been targeted by Caudill remain obscure (16) . Freyhan recognized a confusion of therapeutic experi-ments and treatments of choice and asked for the milieu record of proof (29) .
There are a number of reasons for this lack of conceptual criticism, some of which are related to the nature of the milieu movement. The predominantly valueoriented approach of its supporters has fostered the marshalling of persuasive convictions rather than explication of principles (81) . Problems created by an exclusive preoccupation with value-system operations have been clearly identified by Abroms, and several other studies have examined this dimension of clinical impact (1, 3, 4, 5, 7) . The difficulties of carrying out research in the area have been compounded by the vagueness of its boundaries. Jones, a leading protagonist of environmental therapy, concedes that the basic principles are too vague to lend themselves to exact studies (41) . Similarly, Perrow criticized milieu therapy for lacking an 'alternate technology' which would distinguish it from other forms of treatment (66) . Most striking is that the application of milieu techniques in general hospital units, while often alluded to, has received virtually no attention. In an exception to this, Lamberd gives a standard apologia for the therapeutic community concept in group process terms and describes how staff defence mechanisms can be dealt with (43, 44) .
Theoretical discussion of milieu process has largely been confined to efforts to encompass it within a psychodynamic frame. It has been described as 'one of the methods of psychotherapeutic intervention' and has been advocated for those patients whose 'acting out' is excessive for outpatient therapy (6, 84) . Abroms sets out the goals and methods of milieu therapy but recognizes them as being similar to those of psychiatry in general, and concludes that milieu therapy is ". . . clearly a treatment context rather than a specific treatment." His point is that the prime characteristic of the therapeutic milieu is its 'extensiveness'. He refers to it as a 'metatherapy' (1). Some attempts have been made to describe the therapeutic process in more-or-less operational terms. Almond and his colleagues have related the individual events of 'socialization' and 'acculturation' with community functions in their model (5) . Moos addresses himself to the question of how behaviour is influenced by the setting, and to this end has devised a scale to measure ward atmosphere. His intent is apparently to refine the technique rather than to examine its inherent limitations (56, 57, 58) . A study of the leader's role in a milieu group led Reid to the ambiguous conclusion that effective leadership depends upon the ability of the leader to share feelings with his group, but that pre-occupation with this impedes functioning (71) .
However, the literature does reveal faint stirrings of serious criticism and also some guidelines for study (45) . Morrice looks at the roles of patient, nurse and psychiatrist in a milieu ward. Summarizing several objections to this level of social psychiatry he sets these against an orthodox rationale of maturation in response to crisis resolution. He observes that further assessment is needed (59) . In a scholarly and neglected review of the 'etiology' of the therapeutic community, Perrow questions the presumption of milieu's sociogenetic view of mental illness that ", . . removing the cause will constitute a cure" (66). Spadoni reports 'distressing' results in a follow-up study of schizophrenic patients treated in a milieu therapy unit (78) . In a provocative article, Melville suggests that insufficient heed has been paid to the social context of the sick role by those whose self-appointed task it is to stamp it out (34) . There is an unusual report by Rashkis et al. in which they stated that they had difficulty discerning that the environment had any effect on treatment (68) . Rapoport warns that good effects in the therapeutic milieu are somewhat mitigated by the value patients place on allegiance to ward culture and subtle rejection of the demands of the outside world (67). Visher recognizes a tendency to infantilize patients in spite of stated ward philosophy (83) . It has been suggested that many 'therapeutic communities' simply represent an attempt to make the milieu pleasant instead of hostile (27) . Berlin challenges the collectivism of team functioning and imputes certain identification problems to the psychiatrists who let it happen (l0). Regarding the social flux of the entire therapeutic organism it has been pointed out that the constant changes make grave difficulties in maintaining program consistency (20) . However, the apparent and short-lived success of some milieu programs has been attributed to a 'Hawthorne Effect' resulting from precisely these constant changes (66, 73) . Raskin sees difficulties in reconciling therapeutic community goals, such as roleblurring and permissiveness, with lowerclass patients in a general hospital ward (69) .
Marohn, in applying general systems theory to the therapeutic milieu, suggests that it is not new but mirrors current egalitarian social attitudes. He acknowledges some of the difficulties caused by rapid turnover, the encouragement of long hospitalizations and the near impossibility of defining goals. However, while pointing out that adherence to conceptual models and convictions prevents evolution and offering 'a newer way of conceptualizing milieu', he does not question its basic precepts (50) . Alarm has been raised by Koch and by Malcolm, among others, about the increasing influence and hazards of the encounter-sensitivity ethos emerging in psychology. Milieu therapy, although spared their criticism, is the main expression of this movement within the formal boundaries of the psychiatric profession (42, 48) . Mention has been made of the inapplicability of the milieu technique for certain groups of patients, but without touching on the validity of its general indication for other groups (30, 86) .
One study, unusual for its control group, has reported on attitude changes in patients with behaviour disorders. Miles concludes that "Patients should stay in the therapeutic community for at least half a year for the therapy to begin to show results." (55) In a series of publications given much currency, Philip May has attempted a comparative evaluation, but his conclusions are of limited value for an analysis of the milieu treatment philosophy. He adduces a substantial quantity of data as evidence that milieu therapy is not only the least costeffective among the therapies he considered but perhaps simply ineffectual. This study is hampered by a failure to describe the features of the milieu therapy used, and by the nature of the clinical sample examined. Nonetheless it is virtually the only major published challenge to this increasingly popular mode of management (51, 52, 53) .
What is Milieu Therapy?
Rioch and Stanton provided an early definition of milieu therapy as u • • • procedures directed toward modification of the environmental part of the patient-environment process with a view to facilitating more satisfactory patterns of interaction." (72) This has remained the point of departure for a generation of milieu therapists. An orthodox summary of milieu principles is given by Rapoport in an extensive description of the therapeutic community, when he equates treatment with rehabilitation and says that ". . . the hospital community should provide a realistic round of experiences and relationships for the patient -a replica of his outside life -in order to diagnose his recurring difficulties and to work out new socially adaptive patterns." In this replication, the themes of therapy are democratization, permissiveness, communalism, and reality confrontationuniformly applied to all patients (67) . More recently the technique is described by Visher and O'Sullivan as ", . . a careful structuring of the social and physical environment ... so that every interaction and activity is therapeutic . . ." This method and philosophy of correction through experience in daily living, wherein open communication is encouraged, is "... accepted a priori as being of value ..." (83) Milieu therapy in its various guises is based on the triune presumption that communication patterns, authority relationships and patient roles can be so manipulated that the constituents of the resulting structure are affected for the better. It is supposed that the system presents only a limited number of behavioural alternatives and exerts strong pressures against activity which tends to alter its shape. Deviation-amplifying feedback is dampened, 'safe' encounters are provided, conflicts are exorcised and adaptive social skills are acquired. Whether it is regarded as a form of treatment, as a collection of management techniques or as a metatherapy, there are some common features in all milieu therapy units. Several authors have catalogued the standard elements of clinical design. These include open doors, no uniforms for staff, daily unit meetings, a flattened administrative pyramid, multiform group functions and so on (1, 19, 22, 23, 27, 34, 35, 39, 67, 87 
Conclusion
A serious gap in the critical literature exists regarding milieu therapy. Further evaluation of the phenomenon -whether it is regarded as a historical phase, a treatment method, or simply a humanization of other techniques -depends upon an exposition of the principles on which it is based. A critique of milieu therapy, intended to fill some of this need, is presented in a following paper.
une forme de traitement. Les premieres critiques avaient surtout trait aux difficultes d'application de la methode et a certains resultats non satisfaisants.
L'auteur decrit la therapie du milieu comme une forme de readaptation sociale au sein de laquelle toutes les experiences et les relations sont ramenees a des fins therapeutiques. Cette therapie se fonde sur la triple supposition que les modeles de communication, les rapports avec l'autorite, et Ie role des malades peuvent etre manipules de telle Iacon que les elements constitutifs de la structure qui en resulte en sont ameliores, Les cinq tableaux presentee decrivent la raison d'etre, les valeurs, les axiomes, la strategic et les tactiques de la therapie du milieu. On fait observer que si on la considere comme phase historique, methode de traitement ou simplement comme une humanisation, d'autres techniques, la therapie du milieu requiert une exposition de ses principes fondamentaux. L'article suivant renferme une telle critique.
